Nephrorrhaphy for the fixation of movable kidney has had an extensive trial at the hands of the surgical profession ever since the operation was suggested and first practiced by E. Hahn of Berlin. There can be but little doubt that the operation has been performed many times unnecessarily in cases in which the symptoms were not produced by the displaced organ, and consequently failed to procure the expected relief. Nephropexy is a legitimate and established surgical procedure in all cases in which it can be established that the kidney is not only displaced, but is at the same time the direct cause of the manifold symptoms which such a condition may and often will produce. The many modifications which the operation has undergone is perhaps the best proof that the results heretofore obtained by the different methods devised have not proved satisfactory. In nearly all of the operations the kidney is sutured to the muscular structures of the lumbar incision and the lower border of the last rib, the sutures, usually four in number, including the capsule of the kidney and more or less of the parenchyma of the organ. All operators expose the posterior surface of the kidney by incising the adipose capsule and by displacing or excising a portion of this structure. It has been claimed that the fibrous structure of the kidney is incapable of producing new tissue, out of which adhesions are formed to anchor the organ permanently in its new location, which induced Tuffier to advise that the capsule should be freely incised and extensively stripped from the underlying parenchyma before suturing the organ in place. This practice, which fortunately was never extensively capsule are pushed away from the kidney until the borders are freely exposed, when the fibrous capsule is thoroughly scarified with a long needle. At this stage of the operation the lower pole of the kidney is grasped by its capsule with a French vulsellum forceps and brought well forward into the wound. With dissecting forceps, finger and blunt dissector the lower third of the kidney is laid bare and a strip of iodoform gauze about an inch in width and composed of four layers of gauze, is placed underneath the lower end of the kidney and each end brought out over the respective wound margin. By making traction on the forceps and gauze strip the lower end of the kidney is brought sufficiently forward to rest in the lower angle of the external incision. During the operation the margins of the external incision must be well retracted. With a long strip of iodoform gauze the floor of the wound is then carefully packed in such a way as to force the pararenal fat away from the borders of the kidney, leaving the posterior scarified surface of the kidney well exposed, when, with the same strip of gauze, this is covered and the whole wound well tamponed with another piece of gauze. The strip of gauze holding the kidney is then tied over the iodoform gauze tampon, which forms a wedge, and will effectually prevent displacement of the organ until firm adhesion has rendered any direct mechanical support superfluous. The two pieces of gauze are tied together and the wound dressed in the usual manner. No part of the lumbar incision is sutured. The patient is then placed upon the back and a firm compress the size of an adult's fist is placed over the kidney below the costal arch and held in place by a wide strip of adhesive plaster encircling the entire body. The patient is placed in bed with the pelvis slightly elevated, and is directed to remain in the dorsal recumbent position or side operated upon for at least four weeks, the time required for the formation of pararenal adhesions sufficiently firm to hold the organ permanently and securely in its new location. At the end of five or six days the tampon is removed. At this time the whole wound, including the capsule of the kidney will be found paved with vigorous granulations. The granulating surfaces are now brought together and held in contact with strips of adhesive plaster over a small absorbent aseptic dressing. Over this an additional dressing is applied, which with the abdominal compress is held in place with an additional strip of adhesive plaster and gauze roller. At the end of three or four weeks the whole wound will be found healed by primary intention and the kidney firmly fixed in its new location. The retention of the kidney in its normal location by this method affords not only a firm support by permanently fixing the lower end in the lower angle of the external incision and by securing broad surface adhesions, but the oblique angle in which it is anchored adds another mechanical condition calculated to maintain the organ in position, while this position will also tend to correct flexion of the ureter if such exists at the time the operation is performed. The immediate and remote results obtained by this method of operating in the last four cases have proved so satisfactory that I am not disposed to return to suturing again and strongly recommend this method of performing nephropexy for further trial by the profession.
